Continuity of care is one of the cornerstones of general practice. There is evidence that the process and outcome of care are influenced by the general practitioner's prior knowledge of his/her patients (1) (2) (3) . In recent decades, personal continuity has declined because of the changing organisation of the profession. Meanwhile, the medical record has developed from being merely a mnemonic device for single-handed practitioners towards an important tool maintaining the continuity of care. The medical record contains prior knowledge about the patient's medical history and family history, life events, coping style, psychosocial background and health care needs and preferences. Access to prior knowledge will support consistency of care (4, 5) . Continuity of information necessitates proper record-keeping and information exchange by using electronic medical records and Internet technologies (6) . Within primary care teams, different healthcare workers often have access to the electronic patient records. To a growing extent, this is so in the case of the on-call GP and the practice assistant. The Dutch practice assistant is a receptionist, but is also directly involved in patient care. Her work resembles that of the practice nurse more than the work of the receptionist in the UK.
However, from the patient's point of view, large parts of the medical record may contain confidential and personal information which is supposed to be shared only with the personal GP. Security of information is therefore a prerequisite for integrated record-keeping (7) , and, as the content and use of patient records evolves, the right to privacy and control over who views the record is now considered a major issue (8) (9) (10) . Indeed, patients are known to have significant reservations about this information being shared across all members of primary care teams (11) . Concerns have been expressed about hurried developments in the field (12) . More insight into patient views can help us better inform consumers and manage their records suitably. The aim of this study was therefore to explore patient views on access to a variety of prior knowledge in the medical record by different providers quantitatively, and to relate this to the perceived importance of information for the personal GP. Furthermore, we relate patient views to patient and practice characteristics.
Personal continuity tends to shift towards continuity of information, and there are indications that patients have reservations.
Patients entrust their own GP with more knowledge than a GP on call or a practice assistant. Consent to access varies with type of information. MATERIALS AND METHODS In a general practice survey we posted a self-designed questionnaire to 873 patients.
Questionnaire design
Before constructing the questionnaire, we conducted 10 semi-structured patient interviews. It appeared that the need for confidentiality depended on the type of prior knowledge, and on the patient's estimation of the importance of this knowledge for the personal doctor(s), unknown doctors and practice assistants. We were able to develop a structured questionnaire in which we assessed patient views on accessibility of different aspects of the medical record. A pilot study was carried out with 20 patients. Following this, changes were made to produce a definitive version of the questionnaire: 1) In general, we measured patient agreement using six statements about accessibility of the record on a 3-point Likert scale (agree-indifferentdisagree). 2) Next, we operationalised prior knowledge by choosing 12 aspects from a list of 50, covering a broad range of information. In a preceding Delphi study we found that GPs considered these 12 aspects important for continuity of care (13) . Aspects ranged from medical information, such as medication and present illness, to more social information, such as life events and home details. We asked patients if they felt that this information was important for their personal GP to know, and if it should be accessible for the on-call GP and the practice assistant (3-point Likert scales). Finally, we collected basic information on patients and their GP practice: gender, age, practice type and practice area. Additionally, we collected characteristics that might be related to patient views on confidentiality, including psychosocial problems, life events, chronic illness, number of years in the practice, and number of visits to the GP in the previous 12 months.
Sur6ey sample
The study was based in the practices of 35 GPs dispersed throughout The Netherlands. We sent the practice assistants a batch of 25 questionnaires and asked them to post one to each of 25 consecutive patients (18 years or older) who had visited the GP on the first day of that week. This included a letter of recommendation on behalf of the patients' GPs and a reply paid envelope so that completed questionnaires were returned to the researchers. One practice assistant forgot to post the last two questionnaires. After 2 weeks, a combined thank you and reminder card was sent to all the patients. In order to assess response bias, we collected baseline characteristics on all 873 patients.
Analysis
The data were entered into the statistical program SPSS 9.0. Differences for response rates were tested by chi-square and chi-square for trend. We dichotomised agreement to access by grouping the answer categories 'agree' and 'indifferent' together. We thus discriminated between patients who definitely disagreed with access to particular information, and patients who agreed or were neutral. We compared the results with the degree to which patients assessed information as important for their own GP to know. For this purpose, we discriminated between patients who considered it important that their own GP would know this information (category 'agree') and patients who considered it rather unimportant (categories 'indifferent' and 'disagree'). Exact binomial 95% confidence intervals were computed. Factor Analysis (Principal Component Analysis) was used to explore the data for structure. For the detected components, we calculated sum scores for consent to access (agree 2 points, indifferent 1 point, disagree 0 points). Missing values were replaced by mean values if respondents had one answer missing from a group of statements within a component. If respondents had more than one missing value, they were excluded from further analysis. We used Multiple Linear Regression analysis (General Linear Model; SAS) to compute sum scores for consent to information access (adjusted sum scores; LS means), and related sum scores to patient characteristics.
RESULTS
Of the 873 questionnaires sent out, we received 644 useable replies (74%). Patients over 40 years of age, those with chronic illness, and those attending their GP more frequently had higher response rates (Table I) .
Views on access in general
Twenty percent of the respondents felt that the on-call GP should not have full access to their medical record and 40% distinguished between GPs from their own practice and on-call GPs. Forty-four percent indicated that their medical record should not be accessible to the practice assistant. Only a minority of the respondents saw a role for themselves in being responsible for their own medical records (Table II) .
Views on access to 6arious types of information
Patients agreed that most aspects of prior knowledge were important for their personal GP to know. Respondents felt that most information should be accessible to the on-call GP. Patients more easily agreed with access to information about medication or ill- 2 Response rate increasing with age, pB0.001 (chi-square for trend). 3 Response rate higher for patients with chronic illness, pB0.001 (chi-square). 4 Response rate increasing with higher contact frequency, p = 0.016 (chi-square for trend). Table III . Patient opinions on access to prior knowledge for the GP on call and the practice assistant in relation to perceived importance of information for the personal GP (percentages, 95% confidence intervals in parentheses, n = 644). nesses than to information about life events or home details. Respondents clearly had reservations about the availability of information for the practice assistant, with the exception of medication (Table III) . Two components were detected within information that might be accessible, both for the on-call GP and the practice assistant. One component might be considered more ''medically oriented information'' and the other ''lifestyle and social information'' (Table IV) .
Important for personal

Relation with patient and practice characteristics
Multiple linear regression analysis showed that a model containing nine characteristics could explain 7-10% of the observed variance. Older patients more frequently agreed with access to their medical records. The difference in agreement with age was highly significant mainly for medically oriented information (Table V) .
DISCUSSION
This study shows that patient agreement to access being allowed to their medical record to an extended team should not be taken for granted. Patients clearly distinguish between different types of professionals and different types of information. The personal GP is entrusted with more knowledge than the on-call GP or the practice assistant. A considerable percentage of patients indicated that access was inappropriate for the practice assistant. In everyday practice, this assistant often has full access to the records, as has the British and Scandinavian practice nurse. This study may indicate how to handle the problem of differential access. It suggests that designers of computer record systems should look at ways of segregating different types of information, and they should make differential access an important topic. As integrated record-keeping evolves, this will become even more important. Individual patients should be enabled to protect their privacy. Naturally, adverse effects of differential access are conceivable, and incomplete records may occasionally be harmful to the patient's health. Patients will not always be capable of appraising this. On the other hand, we have to consider that doubts about confidentiality of information will induce patients to confide in their doctors less (11) . This study has had some limitations. We did not choose a random selection of general practices. Although this may have caused some bias, the practices were dispersed throughout the country, and the characteristics of the participating practices were comparable to a random sample of Dutch general practices. We chose to select the first 25 patients who visited the practice within a certain week using the diary, thus preventing GPs from making their own patient selection. This may have caused some bias, but we have no indications that these patients differed from patients who visited the practice later in the week. We had more older respondents, and more respondents with a chronic illness. Taking into account that these characteristics were related to more agreement to access, patient needs for confidentiality may even have been underestimated. Nevertheless, response rates of over 70% are considered to minimise this problem (14) . In our survey, patient opin- ion on confidentiality could only be recorded for hypothetical examples. It may be said that patients are not able to give adequate answers to such questions. However, we did not find that patient views on confidentiality of information about life events and social problems differed, even between respondents who themselves differed in these characteristics.
Our results add to views and expectations of patients comprising patient panels and consumer groups who are vocal on the matter of privacy of information in several countries. These panels are usually composed of a select group of patients. Patient views in our study may be considered conservative, but they are in line with a recent UK study where a minority of patients indicated that the practice nurse should have access to their records (11) . Patient expectations on confidentiality have appeared to be quite different from actual practice with regard to access by secretarial staff. Patients expected more confidentiality (15) . Furthermore, it has been shown that doctors and medical students are less reserved in sharing information than patients believe (16) , and patients have been found to be concerned about a loss of confidentiality when computers are used (17, 18) . This gives reason for concern.
What are the implications of this survey? These days, patient records are accessible not just to the personal GP, but also to other staff, such as the practice nurse, the practice assistant, and the on-call GP. We have to realise that a considerable number of patients disapprove of this practise. We may have to reconsider the structure of the electronic patient record, and enable a division of medically oriented information and information concerning lifestyle and psychosocial circumstances. An alternative challenge would be to study the relationship between accessibility of various kinds of information and the quality of patient care. Recent reviews conclude that there is no evidence that the use of the electronic patient record improves the quality of care, but, so far, studies have been limited to the effectiveness of electronic reminders (19, 20) . If access to different types of prior knowledge improves the quality of care, we must be able to explain its benefits to our patients. Until more research in this domain is carried out, our patients should at least be more fully informed about everyday practice, and should be asked to consent to access to their medical record by medical professionals other than their personal doctor.
